Clinical observations in developing countries and experimental studies in animals suggest that preoperative weight loss adversely affects postoperative morbidity. Since it is not clear whether these findings can be applied to surgical series in European countries, we have studied 106 surgically-treated patients with inflammatory bowel disease. Patients were divided into three groups according to the degree of preoperative weight loss. The groups were well matched in all other respects. Postoperative morbidity was monitored independently. The outcome in all three groups was similar so that in these patients, at least, preoperative weight loss did not adversely affect the postoperative outcome.
Introduction
Clinical observations, mainly from developing countries, suggest that preoperative weight loss in surgical patients may increase postoperative sepsis rates and delay wound healing (Scrimshaw et al 1968 , Chandra 1976 , 1978 , Wittman & Hanson 1965 , Geyer 1960 . Experimental studies in animals have shown that protein malnutrition in rats is associated with higher mortality rates from mycobacterium tuberculosis infection (Dubas 1955) , while mice maintained on a low-protein diet are more susceptible to certain bacterial infections (Dubos 1955 , Dubos & Schaedler 1958 . In protein-depleted rats the strength of surgical anastomoses in the colon is diminished (Daly et al. 1973 ) and wound healing impaired (Scrimshaw et al. 1968 ).
It is not clear whether these findings can be extrapolated to surgical patients in the United Kingdom, nor has the degree of weight loss associated with an increased postoperative morbidity been defined. Both are important questions since preoperative weight loss is common in some surgical patients (Hill et al. 1977 , Bistrian et al. 1974 , particularly those with ulcerative colitis and Crohn's disease (Wall & Kirsner 1975) . We have therefore studied a consecutive series of patients with inflammatory bowel disease undergoing elective surgical resection, grouped according to their preoperative ideal body weight. The postoperative morbidity has been monitored in each group.
Methods
All patients undergoing elective surgical resection for inflammatory bowel disease over a fiveyear period were studied. There were 106 patients, each of whom was allocated to one of three groups: < 80%, 80-90%, > 90% of preoperative ideal body weight. The data were coded and entered on punch-cards for analysis.
Results
The preoperative variables, including age, sex, nature of surgical resection and the incidence of pre-existing sepsis and perioperative corticosteroid therapy were similar in the three groups (Table I) . Antimicrobial prophylaxis was used rather more commonly in patients of normal weight.
The incidence and sites of postoperative sepsis were similar in all groups ( Table 2) . The postoperative sepsis rates were not increased, even in those patients who were less than 80% of their ideal body weight at the time of resection. None of the patients died. The duration of postoperative hospital stay was similar in each group.
Those patients treated by small bowel resection (± adjacent colon) were sufficiently numerous (73) to be considered separately. The preoperative variables in the three groups are shown in Table 3 . Once again the incidence of minor and major postoperative sepsis was similar in all groups (Table 4) .
Four of the 106 patients were less than 60% of their ideal body weight at the time of resection. Two developed major postoperative sepsis. A 27-year-old female (50% of ideal body weight) with pre-existing sepsis and perioperative corticosteroid therapy developed a postoperative pelvic abscess. A second patient with an infected enterocutaneous fistula had major postoperative sepsis. 
Discussion
We were surprised that the extent of preoperative weight loss in these patients did not affect the postoperative outcome and, in particular, that the incidence of postoperative sepsis was not adversely affected. It could be argued that the pattern of antimicrobial prophylaxis and corticosteroid therapy might modify the postoperative outcome, but recent studies (Barker et al. 1971 , Allsop & Lee 1978 have shown that neither of these factors influenced postoperative sepsis rates (Higgens et al. 1980 ), a finding which has now been confirmed in a prospective study (Hares et al. 1981) . Similar numbers of patients were receiving corticosteroid therapy in each group so that bias of weight measurement due to fluid retention is unlikely to have affected the outcome. These findings suggest that data obtained in animal experiments (Dubos 1955 , Dubos & Schaedler 1958 , Schaedler & Dubos 1959 or from among patients with malnutrition in developing countries (Scrimshaw et al. 1968 , Chandra 1976 are inappropriate for predicting the outcome among surgically-treated patients.
This clinical study challenges the assumption that preoperative weight loss necessarily affects the postoperative outcome adversely. Surgery in patients with inflammatory bowel disease should not be delayed because they have lost weight, since loss of weight often indicates a complication of the disorder, such as obstruction, abscess or fistula formation, which are all amenable to surgical treatment.
Finally, prospective studies of objective measurements of whole body nitrogen and fat are now needed to identify the point in the spectrum of preoperative weight loss where postoperative morbidity is affected and preoperative nutritional support might be needed.
